MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH -63-009437

DEPARTMENT OF PUBLIC HEALTH AND WELFARE 100

Registr District N 3‘18‘” Registration District N istrar - 1:;4_{ STATE FILE NUMBER
DO NOT WRITE AMENDED Fll egistration lsfr et Ne. rimary Ragistration District No. _se S/ M/  pogistrar's No, __-

OM THIS STUB

1. PAACE OF DEATH 2. USUAL “SIDEﬁCE (Where deceased lived. |f instintion: Residence before
a. COUNTY . STATE b. COUNTY admissi
Vs 300 : Mo. St. Louis mission)

Rev. 4/59

b. CILY (If outside corporate limits, give TOWNSHIP anly) Length of stay in 1b c. CITY Inside Limits

TOWN St. Louis oW Bridgeton : Yes (' Ne O

€. FULL NAME OF {If NOT in hospital, give location) Inside Limits d. STREET {I¥ cutside, give location) Reside on Farm
HOSPITAL O ADDRESS

RTITUTION. St. Anthony Hospital Yes O Ne[J 14823 Woodford Way Yes [ No [J

3. NAME OF DECEASED . First Middle Last - 4. DATE Month Cay Yenr

(Fype or print) BENJAMIN C. SPEAK DS:TH Feb, 6 1963

5. SEX 6. COLOR OR RACE 7. Married J§  Never Married [J [8. DATE OF BIRTH | 9- AGE (last birthday) |IF UNDER 1| YEAR | IF UNDER 24 HR
Male White Widowed [ Divorced [] 6-13-1922 ""0 Months | Days Hewury Min.
10a. USUAL OCCUPATION {Give kind of wark done | 106, KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and stale or country] | 12, CITIZEN OF WHAT COUNTRY

Hrrineer—iinnedpo "“)Hopeywell Co. Scott City, Mo. U.S.A.

138, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. MAME OF HUSBAND OR WIFE

Ben jamin F. Speak Ruth Clark Florence D. Speak

_. 15, WAS DECEASED EVER IN U.5. ARMED FORCES? 16. SOCIAL SECURITY NO. {i7. INFORMANT Address

 (Yes, noYpr unknown) I%éﬂdﬂ Wr of d2=s of ‘servi . ‘Fl—o‘:;ence D'. S—peék 11}823 WOddford Wa.y_ -

18. CAUSE OF DEATH (Enter only one cause ger |ine iNTERVAL BETWEEN
PART 1. DEATH WAS CAUSED BY: ONSET AND DEATH

IMMEDIATE CAUSE (a) (;fﬁ(’/ﬁd/’//,/ O ;]D// A tear & A7 O .

Conditions, if any, DUE TO (b)
which gave rise to .
sbove cause [a), x
stating the under- .. - 3
lying cause last. DUE TO {c) .

PART 1i. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH bur not related to the terminsl PART Il If deceased was female was
Al disease condition given in PART I {a} . . there.a pregnency in last 90 days.

~ . IDY« 0 No ] ] Unknown

19. WAS AUTOPSY | 20a. ACCIDENT SUICIDE  HOMICIDE 20b, DESCRIBE HOW: INJURY OCCURRED. {Enter nature.of injury in.PART 1 or PART Ii of item 18}
Psmamsm. ’ a Q
CYES# NoD-

20¢c. YIME OF Hour Month, Day, Year-
INJURY a.m.
pm.

" 20d. INJURY CCCURRED °, 200. PLACE OF INJURY (e.9., in or nbouf ~heme, | 20f. CITY, TOWN, OR.LOCATION COUNTY
WHILE AT WORK [’ farm, factory, street, office bldg. - .
NOT WHILE AT wWORK (O J

21. 1 attended the deceased from. /e ‘UEC—-' G2 hé—Mmﬂ last uw"ﬂ;.,‘n'é!ive on_85_ ;53 é 3

Death oc:urred B 4 15 P' ) m on the date stated above, snd to the best of my knowledge, from the causes stated.

e ) A A [ o g AT

23a. BURIAL, CREMATION, | 23b. DATE / 23c NAME OF CEMETERY OR CREMATORY 23d. L :P'ON {City, town, or county] (Sfah)
noval o Louis Co. Mo
Remov. Feb. 9, 1963 Resurrection Cemetery ,f u . .

24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. 8Y LOCAL REG.

Kriegshauser 4228 S. Kingshighway Blvd. | FEB 7 196

1

- 240/7 —3

DATE AMENDED

DOCUMENT
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MEDICAL CERTIFICATION

USE BLACK INK
. OR
TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




‘tor by

1 ’ ~
STATEMENT. BY LICENSED EMBALMER

| hereby cerfify that the body whose name is recorded on the reverse side of this certificate was-embalmed by me; .

' vy"orki_ng.under my personal .supervision.

Student

Signatire of Student Embalmer

P. O. Address.

Nofe' The above MUST BE SIGNED BY . THE LICENSED EMBALMER ln his OWN HANDWRITING. {Failure to comply
with the above constitutes grounds for revocatien .of license).

Jf ‘embalmed by a STUDENT, .he also shali Sign in“his OWN handwriting.

if this body is-not embalmed, fact should be so stated above.
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